The nursing records of the 242 patients who used the domiciliary night nursing care service in Newham Health District showed that three distinct groups of patients were nursed during 1979 at a cost of £8-88 a day. Fortythree elderly chronically sick and five disabled patients aged under 50 received care for more than 28 days, 63 patients had terminal cancer, and 131 needed short-term care or observation. Data were also collected from a oneday survey of patients receiving care.
Introduction
In 1979 the London Borough of Newham had a population of 225 000, of whom 16%were over 65. Asurveyby Murphy' showed that 16% of general surgical and orthopaedic beds were blocked by elderly people who had been in hospital for more than 28 days. Another survey in October 1979, which included medical beds, showed the same percentage. As the nucleus hospital planned to open in Newham in 1982 will mean the loss of 240 acute beds, it is even more necessary to use these beds effectively.
By using the evening and night nursing services nursing care may be given at home, thus preventing unnecessary admission to hospital and avoiding the mental confusion that often ensues when the elderly sick are moved from home. In Newham the evening service (from 1800 to 2200) has been operating since 1962 and the night service (2000 to 0600) since February 1974.
This survey was undertaken to assess these services, which in conjunction with day nursing services provide intensive domiciliary care.
Methods
Data about the characteristics of patients were collected by two methods-a review of nursing records and a one-day survey of patients receiving care. The nursing records showed:
(a) Number, age, and sex of patients treated in a year. The nursing officer provided data on organisational details of the work, the number of nurses by grade employed on a whole-time or part-time basis by the evening and night services, and the number of hours worked by the staff and the number of patients visited. The district finance officer provided information on salaries, the cost of the day community nursing service, and the cost of a bed in an acute hospital ward and in a geriatric ward. The social services department provided information on the cost of a bed in part III accommodation, home help services, the meals-on-wheels service, providing a telephone, and the cost of aids.
In the time available it was not possible to conduct a complete cost-benefit analysis. Certain aspects of costs and benefits were not measured, and these should be borne in mind. The capital costs of accommodation were not calculated, the costs of patients in hospital beds were the average costs, additional work from general practitioners was not estimated, and neither were the costs of drugs or the costs borne by patients and relatives in the alternative types of provision. Nor was it possible to measure the differences in quality of the service, although some information on acceptability was obtained.
Results

STAFFING
The evening service is staffed by five SRNs including two male nurses and two SENs, who work a total of 112 hours a week from 1800 to 2200. The night service is provided by one nursing officer, six whole-time SRNs, and six whole-time auxiliaries. There are no recruitment problems as there is a waiting list for applicants who wish to work in the service.
ORGANISATIONAL ARRANGEMENTS
Evening service
The evening staff report at about 1900 having seen one or two patients on their way to their base. They then collect the remainder of their work and write up reports before starting their rounds. They do not report back unless there is a particular problem. There are usually two pairs of nurses on duty each evening, who normally care for [10] [11] [12] patients.
Night service
The night nursing staff come on duty at 2000. They work in pairs (one SRN and one auxiliary), and their last visit is to a patient with whom the auxiliary will sit during the night. The SRN then returns to 14A MARCH 1981 base. During the night she visits all patients with a sitter, any other seriously ill patients, and contacts "Air call' to collect any requests from general practitioners, casualty departments, or relatives for visits. At about 0400 the SRN and the nursing auxiliary start the morning round of getting patients up. They cannot cope with all patients, and some are left until the day staff come on duty at 0900.
REFERRAL
Patients needing the care of evening or night services are referred by day nursing services, general practitioners, hospital consultants, or casualty departments. During the year 19 patients were referred from casualty departments. It was not possible to get full information on the referral patterns, but many patients appeared to be referred from the day nursing services.
PATIENTS Analysis of atnnual data
Records of patients were available only for 1979, when the evening and night services looked after a total of 242 patients and made 22 606 visits. An average of 34 5 patients were cared for each night.
The service looked after three distinct groups of patients-"regular" patients who used the service for over 28 days; patients with terminal cancer; and short-term patients who used the service for under 28 days. The average duration of time for a regular patient to receive care from the service was 2 4 years (table I), although one patient had been looked after for 14 years. The patients' ages ranged from 28 to 97, but most were from 80 to 84. Only four out of 48 regular patients were men. All were classified as being on the Barr nursing dependency scale II or III.2 A summary of the diagnoses'of these patients is shown in table II. Almost half the patients were geriatric or arthritic.
During the year, 65 patients with terminal cancer were cared for, and 63 of these received help for less than 28 days (table III) . The youngest patient to receive care was a boy of 15 with leukaemia and the oldest a man of 79. Sitters were often provided for several nights for many of these patients. Of the others receiving short-term care, 31 were diagnosed as being old and unable to look after themselves. Five received antibiotics for postoperative wound infection, six were visited because of blocked catheters, three were given retention enemas for ulcerative colitis, and four were given enemas for constipation. During the year, 19 patients (4 male, 15 female) were referred from casualty. The youngest was 52 and the oldest 90. woman of 90 cared for by her frail husband of 91 received only two hours' help. Their circumstances are similar to those described by Cresswell and Pasker.3 Five of the regular users and two of the patients with terminal cancer were without a telephone. The regular patients did not attend day centres run by the social services. Fourteen regular patients received meals-on-wheels. Relatives or neighbours provided meals for the other patients receiving long-term care.
COSTS
The costs incurred by the NHS on salaries, Air call, uniforms, paper sheets, wheelchairs, etc, and the monetary costs to social services of telephones, aids, meals-on-wheels, home helps, etc, for the financial year 1978-9 were used to calculate the costs of services in 1979 (tables VI and VII). From this data the average cost per day per patient using the domiciliary day, evening, and night nursing services was calculated. These costs are compared with the costs of nursing an average disabled elderly patient on the nursing scale dependency II or III in hospital in Newham (table VIII) . The costs to the NHS of nursing a patient in a geriatric ward is almost three times that of domiciliary care, and the cost of patients referred from casualty is one-fifth of the average cost of a day in an acute ward. 
QUALITY
It is difficult from the available data to provide any firm evidence about the quality of the domiciliary service. Is it providing sufficient surveillance of patients ? Is it acceptable to staff and patients ? Is the type of care provided appropriate ? There is currently a gap in services in the early morning from 0600 until the day staff come on duty at 0900. With organisational changes this could be remedied to give not only better care but also prevent patients being woken up so early in the morning. The lack of continuous surveillance4 is a problem only partially remedied by the provision of telephones, home helps, and meals-on-wheels. But although some patients spent up to six hours alone during the day, they preferred this to institutional care, and all patients seen by the researchers spontaneously commented on how fortunate they were to be able to remain in their own homes.
One matter of pride about the quality of care offered was the lack of bedsores among domiciliary patients.
The lack of staff resignations and the waiting list of possible recruits might be taken as indicators of the satisfaction of the service to the nurses.
Conclusion
Although the service is not appropriate for all patients 0-for instance, those needing more technical nursing and medical intervention and the mentally ill-it would appear to be dealing adequately and acceptably with a large group of patients. These patients classified mainly on the Barr nursing scales II and III would not have been suitable for part III accommodation, the only service as cheap as day care, even if this had been available, and so would have needed hospital beds. As there is already a blockage of geriatric and acute beds alternative provision would have necessitated building a new geriatric unit-at an estimated cost of £600 000 for a 28-bedded unit at 1979 prices-if other services were not to be provided.
The potential demand for the service was not forecast, but the evidence of blocked beds and the present modest number of patients referred from casualty would suggest that the service could be usefully expanded. There would be no apparent staffing problem associated with the expansion, and the potential saving to the service could be large.
Studies in animals have shown that prolonged exposure to microwaves of certain wavelengths has caused cataract. There is, however, no known risk from apparatus which is properly screened. Guarantees as regards leakage should be obtained from manufacturers, and in case of doubt tests for leakage may be carried out. The latter, however, need advanced equipment and are not a job for an amateur. By the same token, there is no risk to people working with diathermy apparatus so long as screening is adequate. Similar provisos regarding screening apply to all electromagnetic radiations, including high-frequency currents. Although the problems are relatively complicated, a general code of practice is desirable if expressed intelligibly and made widely available.
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